Section of Surgery: Sub-Section of Proctology 1019 Case II.-The patient, E. W., was a frail and anemic man aged 70: he was a diabetic. He gave a history of increasing anDmia and recent diarrhoea, with the passage of pink stools. There was a palpable mass in the caecal region. The operation was performed October 1, 1931. His immediate progress was satisfactory, but later he was much troubled by passage Qf loose stools from the colostomy opening; this was possibly accounted for by intestinal indigestion, the result of pancreatic deficiency. He was put on to a pancreatic extract, but succumbed to an acute broncho-pneumonia twenty days after operation.
Specimen II.--" The specimen consists of the last 10 in. of the small intestine, the cecum, appendix and a portion of the ascending colon. The anterior wall of the caecum and part of the anterior wall of the small intestine has been removed to show a large fungating I laid open the abscess and the track which passed through the fibres of the external sphincter into the anal canal, and removed a portion of the track for section.
Microscopical examination of a section shows that the track is lined with transitional epithelium. This section resembles those shown by Dr. Dukes of peri-anal intramuscular glands during the discussion on-fistula two years ago,' and I think it establishes the origin of this particular abscess in one of these glands. It demonstrates that these glands open into the anal canal, and thus explains the cause of many direct lateral fistulhe which seem to arise without history of previous abscess.
In such cases, in all probability, an infection of the gland finds easy drainage into the anal canal so that an objective abscess in the ischio-rectal fossa never appears and the infection becomes chronic, ending in fistula.
Carcinoma (Grade 4) of the Rectum.-C. NAUNTON MORGAN, F.R.C.S. G. W., aged 62, taxi driver, admitted to the Metropolitan Hospital, July 17, 1931, complaining of diarrhcea.
History.-For the last three months has been suffering from increasing constipation with passage of slime. No bleeding whatsoever; no pain. Has lost a good deal of weight. During the last month almost continual diarrhoea.
Condition on admission.-The patient looks ill. Mucous membranes pale. Examination per rectum.-There is a long tubular stricture, just admitting the examining finger, extending down to the anal margin, its upper extent being out of reach. The mucosa is everywhere smooth but slightly nodular, indurated and cedematous. No bleeding, but a good deal of slime. There was marked pain on examination. The rectum-appeared to be a rigid tube fixed anteriorly to the prostate but only slightly fixed behind to the sacrum. A small proctoscope was inserted with difficulty: there was no ulceration seen, the mucous membrane being smooth, deep red in colour, and extremely tough: it bled slightly during examination.
Operation, 20.7.31.-Exploratory laparotomy. Left rectus incision. The growth could be felt from the pelvis extending upwards to just below the peritoneal reflection, totally surrounding the bowel and slightly fixed in all directions. It was estimated to be about 3 in. in length involving the lower two-thirds of the rectum. A few small, soft glands were felt in the lowest part of the meso-sigmoid. The liver was free and no other glands were felt. A colostomy was performed through the exploratory incision. A piece of growth was removed from the rectum for biopsy.
(?) Sarcoma. 12.8.31.--Perineal excision of the rectum was performed. The growth stripped easily from the prostate but there was marked cedema of the line of cleavage in front and of the post-rectal fat. A few small, soft glands were removed with the rectum. The patient made an uninterrupted recovery, the tissues healing well, allowing the patient to be out of bed on the twenty-first day.
Description of specimen.-The specimen measured 9 in. in length, there being a flat, only slightly ulcerated growth, 2 in. in its long axis, completely encircling the lower third of the rectum. The growth caused a great deal of thickening of the rectal wall and peri-rectal tissues. The lower edge extended down to the ano-rectal line and there were 2i in. of normal bowel above. The surrounding mucous membrane was very rough and nodular.
Microscopic structure.-The tumour was composed of closely packed polygonal cells forming a solid mass of growth which was infiltrating the muscle wall of the rectum and had spread by direct continuity into the peri-rectal tissues. The histology of the tumour was that of an adeno-carcinoma, Grade 4. The regional lymph nodes contained metastases. From the point of view of prognosis this was a "C " case.
Deep X-ray treatment.-Ten doses of hard X-rays to the perineum and lower abdomen.
Present condition.-The patient is very well and is about to restart his work as a taxi driver.
Comrnentary.-There is very little reference to this diffuse submucous carcinoma of the rectum in any of the standard works on pathology or rectal surgery. There is a description and photograph in Gant's " Diseases of the Rectum " of a somewhat similar case. The macroscopic description is almost identical with that of the specimen I have shown, but the microscopic appearances are said to be those of a slowly-growing carcinoma, the malignant cells being strangled by dense fibrous tissue. On the other hand, the histology of this specimen proves to be, without doubt, a very malignant tumour, the cells of which are very dedifferentiated. The sections are identical with several of Broder's Grade 4 specimens of which I have had the opportunity of studying. The clinical differential diagnosis of this type of carcinoma from sarcoma of the rectum must be extremely difficult, and biopsy in this case only settled the diagnosis, after very careful examination of the section. There are some regions in the sections, especially in the submucous coat and in the glandular metastases, in which there is a suggestion of a glandular arrangement. This type of carcinoma of the rectum might well be described as a " leather-bottle " rectum, since it is very similar to the diffuse submucous carcinoma of the stomach. Condition on admission.-The patient was an extremely frail old lady and had severe urinary infection with marked cystitis.
Examination per rectum.-There was a pedunculated polyp an inch and a half in diameter, arising from the posterior rectal wall one inch and a half from the anus. It was smooth and hard, the surface being slightly ulcerated at one place. The base of the pedicle was soft and non-indurated. It could be brought to the anal orifice with ease. Operation, 18.9.31.-Examination was carried out under gas and oxygen anaesthesia. The base of the polyp was clamped and ligatured and the tumour excised. There were several hard submucous tumours felt in the posterior rectal
